Objectives: To elucidate regional and provider differences in management and outcomes of MCDA pregnancies around the world from Facebook (FB) group members. Methods: Cross-sectional survey of members of a Facebook (FB) group called ''MoDi twins''. REDCAP survey was posted for five days with daily reminders. Participants were collected through ''snowballing,'' whereby individuals shared the survey to assist with recruiting. Data was analysed using Stata to explore descriptive statistics on demographics, provider type, frequencies of ultrasound screening and pregnancy outcomes. Categorical variables were analysed using Chi-squared using a p-value of < 0.05. Results: Among 2,169 participants, 486 (22.4%) had TTTS and 134 (6.2%) had TAPS. The lowest rate of TTTS development was in the Southern US (16.6%) and the highest rate was outside of the US (35.8%, p<0.001). The total number of patients who delivered within the ACOG recommended timing of 34'0-37'6 weeks was 68.3%. This rate was significantly less outside of the US (58.7%) due to increased rate of deliveries before 34 weeks (34.2% outside of US vs 26.5% within US, p<0.001). 29.3% of patients had a vaginal delivery of both babies, 68.7% had a Caesarean for both and 2.0% had a combination. Patients managed by a CNM or OB were more likely to have a vaginal delivery (40.4% vs 27.4% with MFM involvement, p<0.001). There were no national or international geographic differences in mode of delivery (p=0.187). The overall take-home baby rate was 90% for both babies and 96% for at least one baby, and this rate rises if MFM is involved, 91.2% and 97.6%, (p<0.001). Conclusions: Regional and provider differences exist in management and pregnancy outcomes of MCDA twins. Patients with MCDA are more likely to be delivered at earlier gestational ages outside of the US. While patients primarily managed by a CNM or OB are more likely to have a vaginal delivery of both infants, the take-home baby rates are highest in those at least co-managed with an MFM.
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The intertwin difference in first trimester nuchal translucency does not predict birthweight discordance in twin pregnancies Obstetrics, Gynecology and Newborn Care, Ottawa Hospital, Ottawa, ON, Canada; 3 OHIR, Ottawa, ON, Canada Objectives: Fetal outcomes appear to be worse when intertwin birth weight differences exceed 20%. Additionally, nuchal translucency (NT) discordance is a screening tool to predict a variety of pregnancy outcomes including aneuploidy, congenital heart disease, genetic syndromes, and Twin-twin transfusion syndrome (TTTS). In this study, we aimed to understand the relationship and predictive value between intertwin NT discordance and birthweight discrepancies ≥20%.
Methods:
We conducted a single-centre retrospective cohort study of all live twin births delivering at The Ottawa Hospital between January 1, 2008 and December 31, 2014 who opted for integrated prenatal screening. Data were extracted from the electronic medical and birth records of mothers and their twin offspring. In our cohort complete data was available for a total of 915 twin pregnancies. Results: Maternal age, BMI and parity, were not significantly different between groups when categorised according to <20% vs. ≥20% birthweight discordance. Nearly 17% of twin pairs exhibited ≥20% difference in birthweight. Additionally, in vitro fertilisation, congenital anomalies, TTTS, fetal gender, and chorionicity (via ultrasound and pathology) did not differ between groups (<20% vs ≥20% birthweight discordance). In multivariate logistic models assessing NT discordance as a continuous variable and adjusting for chorionicity, maternal age, gestational age, BMI, and parity, NT discordance (OR 1.228; 95% CI 0.918-1.644) was not associated with birthweight discordance ≥20% (p=0.16). Conclusions: In this single-centre, cohort of twin pregnancies, NT discordance was not associated with birthweight discrepancies ≥20%. Whether greater NT discordance has predictive value with respect to intertwin birthweight discrepancies and fetal outcomes remains to be established.
